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EDITORIAL - REDAKSIONEEL 


PREVENTION OF MALARIA 
TAKING IT WITH A PINCH OF SALT 


Dr. Ernest Paulini of Belo Horizonte, Brazil, 
is travelling through the world as a WHO 
consultant to give advice on the application of 
Pinotti’s medicated salt method, as part of the 
WHO world-wide Malaria Eradication Cam- 
paign. 

Dr. Mario Pinotti (Director of the National 
Malaria Services, Brazil, for many years) en- 
countered difficulties in attempting to break 
the transmission of malaria from mosquito to 
man with residual insecticides alone. In 1952, 
in addition to his anti-malaria work, he was 
asked to study the question of endemic goitre, 
which is a serious public health problem on 
the Central Plateau of Brazil. The classical 
method of combating endemic goitre is to add 
iodine compounds to common salt—this has 
been practised with good results in Switzer- 
land for many years. Dr. Pinotti had a lucky 
association of ideas: Why not add anti-malaria 
drugs as well? 


MOBILIZING THE GOURMETS 


Dr. Paulini became associated with this new 
venture the same year. He first investigated 
the technical problems involved, determining 
whether the anti-malaria drugs remained effec- 
tive when the salt to which they were added 
was cooked with food. Also, he studied the 
effectiveness of the dosage by giving food pre- 


VOORKOMING VAN MALARIA 
NEEM DIT MET ’N KNIPPIE SOUT 


Dr. Ernest Paulini, van Belo Horizonte, 
Brasilié, reis op die oomblik as raadgewer van 
die Wéreldgesondheidsorganisasie deur die 
wéreld om advies te gee oor die toepassing 
van Pinotti se medisinale soutmetode, as deel 
van die genoemde organisasie se wéreldwye 
veldtog om malaria uit te roei. 

Dr. Mario Pinotti, wat baie jare lank Direk- 
teur van Brasilié se Nasionale Malariadiens 
was, het moeilikheid ondervind toe hy pogings 
aangewend het om die oordrag van malaria 
van die muskiet na die mens met behulp van 
residu-insekvergifte alleen te verbreek. In 1952 
is hy benewens sy malariabestrydingswerk ook 

evra om ’n studie te maak van endemiese 

skildkliergeswel wat ’n ernstige openbare 
gesondheidsprobleem op die sentrale plato van 
Brasilié geword het. Die klassieke metode om 
endemiese skildkliergeswel te bestry, is om 
jodiumverbindings by gewone sout te voeg. 
Dit is iets wat reeds baie jare lank met welslae 
in Switserland gedoen word. Dr. Pinotti het 
toe ’n gelukkige ingewing gekry: Waarom 
kan malariabestrydingsmiddels nie ook byge- 
voeg word nie? 


MOBILISASIE VAN FYNPROEWERS 
In dieselfde jaar het dr. Paulini hom met hier- 


die nuwe onderneming vereenselwig. Hy het 
eers ondersoek ingestel na die tegniese pro- 
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pared with medicated salt to patients suffering 
from malaria. 

The next question was whether the addition 
of the anti-malaria drugs to salt spoiled the 
taste of the food. Dr. Paulini (Chief of the 
Laboratory of the National Institute of En- 
demic Diseases in Brazil) selected a number 
of people from among his laboratory staff 
known for their fine palates. He put a variety 
of dishes before them, some of them cooked 
with medicated salt and others not, without 
their knowledge. None could taste the 
difference. 

The result achieved by giving the medicated 
salt to malaria patients was equally satisfactory, 
although the dosages administered in this way 
were much smaller than those in normal treat- 
ment. The curative effects proved the same, 
and no toxic side effects were observed, even 
when the medicated salt was administered for 
periods up to 2-3 years. This was done to 
make sure that the administration of medicated 
salts to populations, as a preventive measure, 
would not be harmful in the long run. 


HALF BRAZIL COVERED 


Field experiments were started in 1953, first 
with small population groups of 600 or so. 
These were gradually expanded until, by 1959, 
they covered half Brazil—the entire Amazon 
basin, 4,000,000 square kilometres in extent 
and containing approximately 5,000,000 souls. 

As an example of the effectiveness of this 
method of combating malaria, Dr. Paulini 
points to one sugar plantation with 5,000 
workers, where production increased by 50% 
only one year after the medicated salt treat- 
ment was started. During the last 3 years 
malaria parasites were found in the blood of 
only 10 among its workers, and even these 
were not actively ill. ‘ 

This pioneer work undertaken in Brazil has 
obvious value for other parts of the world 
where serious difficulties are also encountered 
in attempting to interrupt malaria transmission 
by spraying with residual insecticides as a sole 
measure. There are populations in tropical 
areas of the Western Pacific who spend a 
large part of the night out-of-doors; others 
who live in ‘houses’ without walls. Sometimes 
the mosquitos, after biting, fly outdoors to 
settle and digest their meal, thus escaping the 
action of the insecticide. In such circumstances, 
other methods, such as Pinotti’s medicated 
salt, must be resorted to. 
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bleme wat by die saak betrokke was, en het 
probeer vasstel of die malariabestrydingsmid- 
dels hul doeltreffendheid behou as die sout, 
waarby hulle gevoeg is, saam met kos gekook 
word. Hy het ook ’n studie van die doel- 
treffendheid van die dosisse gemaak deur voed- 
sel, berei met medisinale sout, aan malaria- 
pasiénte te gee. 


Die volgende vraag was of die byvoeging 
van die malariabestrydingsmiddels by sout die 
smaak van die voedsel bederf het. Dr. Paulini 
(Laboratoriumhoof van die Nasionale Instituut 
vir Endemiese Siektes in Brasilié) het ’n aan- 
tal persone wat as fynproewers bekend gestaan 
het, uit sy laboratoriumpersoneel gekies. Hy 
het ’n verskeidenheid van geregte aan hulle 
voorgesit. Party van hierdie geregte was berei 
met medisinale sout, andere nie; maar hiervan 
het die proefpersone niks geweet nie. Geeneen 
van hulle kon die verskil proe nie. 


Toe medisinale sout aan malaria-pasiénte ge- 
gee is, was die resultate ewe bevredigend, hoe- 
wel die dosisse wat op hierdie manier toege- 
dien is, veel kleiner was as dié wat vir gewone 
behandeling aangewend word. Die genesings- 
effek was egter dieselfde, en geen toksiese newe- 
effekte is waargeneem nie, selfs nadat die medi- 
sinale sout oor tydperke van soveel soos 2-3 
jaar toegedien is. Dit is gedoen om seker te 
maak dat die behandeling van hele bevolkings 
met medisinale sout, as ’n voorbehoedmaat- 
reél, nie op die lange duur skadelik sal wees 
nie. 


HELFTE VAN BRASILIE GEDEK 


Die veldproefnemings. het in 1953 begin, en is 
aanvanklik toegespits op klein bevolkingsgroepe van 
sowat 600 mense. Hierdie proefnemings is gelei- 
delik uitgebrei totdat, teen die jaar 1959, hulle die 
helfte van Brasilié gedek het—die ganse Amasone- 
bekken, ongeveer 4,000,000 vierkante kilometer 
—_ en met ’n bevolking van naastenby 5,000,000 
siele. 

Ter stawing van die doeltreffendheid van hierdie 
metode om malaria te bestry, wys dr. Paulini op ’n 
suikerplantasie met 5,000 werkers waar die produk- 
sie binne ’n enkele jaar nadat die medisinale sout- 
behandeling ingestel is, met 50% gestyg het. Ge- 
durende die afgelope 3 jaar is malariaparasiete aan- 
getref in die bloed van slegs 10 werkers, en selfs 
hulle was nie aktief siek nie. 

Die pionierwerk wat in Brasilié gedoen is, is van 
voor die hand liggende waarde vir ander dele van 
die wéreld waar ernstige moeilikhede ook teégekom 
is toe pogings aangewend is om malaria-transmissie 
te verbreek met behulp van_ residu-insekvergifte 
alleen. Daar is bevolkings in tropiese dele van die 
Westelike Stille Oseaan wat ’n groot deel van die 
nag in die buitelug deurbring; andere, weer, woon 
in ,huise’ sonder mure. Nadat die muskiete gebyt 
het, vlieg hulle soms buite toe en gaan sit dan 


12 


~ 
= 
But 
brin 
Dr. 
Gui 
com 
ashe 
well 
case 
salt 
CL 
give 
Exp 
Mea 
Gha 
rive 
peo} 
befo 
WH 
PC 

In c 
mot 
occu 
Ir 
synd 
dise: 
less, 
lessr 
gra 
and 
note 
and 
impu 
simp 
T 
and 
In 
were 
brait 
A 
restl 
been 
chilc 
ence 
exan 
Case 
Aug 
chilc 


160 12 March 1960 MEDICAL PROCEEDINGS * MEDIESE ByDRAES 103 


1et : PRIMITIVE SALT erns om hul maltyd te verteer, en op die hierdie 

: In sulke omstandighede moet ander metodes, soos 

ut, But lig A lying this iO cama other than Brazil, Pinotti se medisinale sout, byderhand geneem word. 

ok brings its own difficulties with it. For instance, 

el- Dr. Paulini found very primitive tribes in New PRIMITIEWE SOUT 

-d- Guinea and the Philippines, who do not use Maar die toepassing hiervan in gebiede behalwe 

ia- commercial salt at all. Instead, they use wood  Basilié lewer ongetwyfeld ook moeilikhede op. In 


ashes or seawater, or even brackish water from 
" wells with a high mineral content. In such 
8 cases it is necessary to distribute medicated 
salt free of charge to induce people to use it. 


Nieu-Guinea en in die Filippyne het dr. Paulini by- 
voorbeeld primitiewe stamme aangetref wat geen 
handelsout gebruik nie. In plaas daarvan gebruik 
hulle houtas of seewater, of selfs brak water uit putte 
met ’n hoé mineraalinhoud. In sulke gevalle is dit 


ini f ali UKE 

a Dr. Paulini is now in Africa to study and nodig om die medisinale sout gratis uit te deel om 
give advice on WHO Project Ghana 18: die _mense aan te moedig om dit te gebruik. 

in- Dr. Paulini is tans in Afrika om ’n studie te maak 


Experiment in Malaria Eradication Using 
4 Medicated Salt, in the northern region of 
y Ghana, between the Red and White Volta 


van en raad te gee oor die Wéreldgesondheidsorgani- 
sasie se Project Ghana 18: Experiment in Malaria 
Eradication Using Medicated Salt, in die noordelike 


lle rivers, with a population of about 60,000 deel van Ghana, tussen die Rooi en die Wit Volta- 

- people. He will spend 4 to 5 weeks there, Tivier, met ’n bevolking van ongeveer 60,000 siele. 

an on of Hy sal 4 tot 5 sweke lank aldaar vertoef voordat hy 

erore going on ther p. namens die Wéreldgesondheidsorganisasie na ander 
WHO, where his advice is needed. plekke gaan waar sy advies nodig is. 

Be- 

“4 POST-ENCEPHALITIC HYPERKINETIC BEHAVIOUR DISORDERS 

ne FRANCES REINHOLD, M.D., D.P.M. 

“4 Tara Hospital, Johannesburg 

“" In children, a behaviour disorder with extreme and nervous, and was continuously restless. 

ad motor restlessness has long been known to ‘She would fidget here and fidget there and 


occur after epidemic encephalitis. 


would never really play or amuse herself’. It 
bil In 1932 Kramer and Pollnow! described a 


was a full-time job for one person to look 


syndrome under the name ‘hyperkinetic 
disease’ in which the child becomes very rest- 
less, usually after an epileptic fit. This rest- 
lessness reaches its height, according to their 
description, by the sixth year and then 
gradually diminishes. Disturbances of speech 
and general and mental development have been 
noted. The restlessness is constant, persistent 
and aimless. 

‘The behaviour is a succession of uncorrelated 
impulses with no aim other than an immediate and 
simple response to a stimulus.’ 

There is often lability of mood, aggression 
and temper outbursts. 

In one case, which came to autopsy, there 


after her. She was destructive, but more by 
extreme restlessness than by malicious intent. 
She had always been a bright, lively child until 
she had polio-encephalitis and myelitis, when 
she was almost 5 years old. This left her with 
weakness of chewing and a weak left thigh, 
and highly nervous and tearful behaviour. The 
previous ‘ liveliness ’ increased to a pathological 
extent. 

She was a hyperactive child, very distractible 
and unable to concentrate. The positive 
neurological findings were a weakness and 
atrophy of the left masseter, a bilateral palatal 
weakness, and a weakness of contraction of the 


uk- were chronic inflammatory changes in the left quadriceps, hamstring and __ peroneal 
ut- brain stem. muscles, with a low left knee jerk. The EEG 
i A number of cases in which extreme motor was of a diffuse post-encephalitic type with 
alfs restlessness was a prominent symptom have diffuse high-amplitude delta waves. The 1.Q. 

been seen at the Tara Children’s Clinic in was 90. There was unceasing motor activity. 
yan children who have previously suffered from an Case 2. P. F. was seen in April 1959. He 
van encephalitis. The following are typical was an 8-year-old boy whose progress and 
ifte until December , In spite of a period o 
die CASE REPORTS stress in the preceding September, when his 
die Case 1. M.B.,, a girl aged 7 years, was seen in father temporarily deserted his mother. His 


school report at the end of the year was excel- 


August 1958. The complaint was that the 
ent. 


lan child did not concentrate, was highly strung 
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In December he had measles, with the rash 
appearing on 14 December. He was not very 
ill and was up and about a day or two before 
Christmas. On 5 January he suddenly com- 
plained of feeling dizzy and became uncon- 
cious with jerking movements. He was ad- 
mitted to the Transvaal Memorial Hospital for 
Children in status epilepticus, which lasted for 
nearly 24 hours. The cerebrospinal fluid exa- 
mination showed 8 polymorphonuclear leuco- 
cytes and 18 lymphocytes per cc. The total 
protein was slightly raised. 

He improved rapidly, was discharged 2 
weeks later, and convalesced at home for a 
further month. His mother noticed extreme 
restlessness at home from the time when he 
first returned from hospital. He seemed un- 
able to sit still, he was always moving, jerking, 
fidgeting with things, and walking or running 
aimlessly about. When he returned to school, 
his teacher noticed that he could not concen- 
trate or cope with the work at all. 

There was continual motor hyperactivity. 
There were no abnormalities in the central 
nervous system. His I.Q. was difficult to assess 
because of the restlessness, but on the S.A. 
Individual Verbal Scale tested at 86, and with 
Koh’s blocks, 117, a discrepancy which was 
only explicable on the grounds of lack of con- 
centration. The EEG was a normal record. 

It was decided, in view of the very recent 
history of encephalitis, that the process might 
still be active and he was treated with pred- 
nisolone, 40 mg. for 2 days, 30 mg. for a 
further 2 days, then 20 mg. for 2 days and 15 
mg. daily for 8 days. The response was imme- 
diate: concentration and restlessness improved 
dramatically and the I.Q. on the verbal scale 
was about 100 on re-testing 2 weeks later. He 
was given a maintenance dose of 10 mg. daily 
for a further 4 weeks, after which the position 
will be reviewed. 

Case 3. C. C., a boy of 74 years, appeared to 
be progressing well and was a normal, healthy 
baby until he developed a severe diarrhoea at 
the age of 9 months, followed after 24 hours by 
status epilepticus. He was admitted to the 
Transvaal Memorial Hospital for Children 
where the illness was diagnosed as encephalitis. 

His mother complains that since then he has 
been terribly restless; ‘on the move’ all day 
long; extremely mischievous and aggressive, 
apparently knowing exactly what will upset 
people most. He has constantly to be watched 
or he interferes with other people and he has 
antagonized all the neighbours. He sleeps for 
a very short time only at night. He appears 
very backward compared with the other 
children. He gets occasional grand mal fits. 
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There were no physical abnormalities except 
for the extreme degree of motor activity and 
aggression. His I.Q. could not be accurately 
tested but appeared to be about 65. In view 
of the hyperkinesis combined with this degree 
of intellectual deficit, it was decided that he 
should be placed in an institution. He showed 
no response to sedatives, anti-convulsants or 
ataractics. 

Case 4. E. R., a boy of 8, was brought by his 
aunt, who had adopted him 3 months before in 
August 1958. She complained that he was 
extremely restless and fidgety, could not keep 
quiet, could not concentrate, was very obstinate 
and cheeky, and frequently complained of head- 
aches. His life history showed ample reason 
for a behaviour disorder. His father had been 
killed in a motor accident shortly before he was 
born; his mother had had to return to work 
a month after his birth to provide for her 3 
children, and first one aunt and then another 
looked after him till he was 5, when his mother 
remarried. His step-father was difficult and 
uninterested in the children and his mother 
had to continue working. She had a mitral 
stenosis but was fairly well till August 1958, 
when she suddenly sat up in bed one night, 
gasped, and died. The aunt who brought him 
took him home with her next morning and has 
since adopted him. He seemed attached to her 
and was jealous of her youngest child, a girl 2 
or 3 years old than him. 

In spite of the history, the extreme motor 
restlessness of the child made further investiga- 
tion advisable. The EEG was grossly abnormal. 
Poorly defined alpha rhythm mingled with 
normally occurring theta was seen in this 
record. Overbreathing produced a deteriora- 
tion in the theta rhythm and an almost episo- 
dic high-amplitude delta rhythm, which tends 
to occur in bursts of from 5 to 16 seconds and 
was seen predominantly in the posterior leads. 
This delta activity is similar to that seen in 
post-encephalitic records, especially where the 
brainstem is largely involved. This type of 
record was seen on 4 further occasions. 

His behaviour improved on Medral and 
Aterax, but deteriorated again when he had 
influenza; improved again after he was better 
and relapsed once more during a pyrexia of un- 
known origin. At this time a lumbar puncture 
disclosed no cerebrospinal fluid abnormalities. 

Case 5. R. S. was a little girl of 5 when 
she was seen. She had developed normally until 
she was 18 months old, when she suddenly 
became limp and unconscious and was found 
to have a temperature. Lumbar puncture 
showed 300 erythrocytes and 27 lymphocytes; 
otherwise the cerebro-spinal fluid was normal. 
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The puncture was repeated several times; the 
lymphocytes increased to 48, and then 54 per 
c.mm. She improved clinically and then relap- 
sed and had another fit about 7 weeks after the 
original attack of unconsciousness. It was 
feared she had a tuberculous meningitis and 
she was treated with parenteral and intrathecal 
streptomycin, which resulted in a disturbance 
of vestibular function. 

She slowly recovered, but has continued to 
have both major and abortive epileptic seizures. 
No phenytoin derivative can be given as this 
causes her to become completely ataxic. She 
has learnt to compensate for the difficulty in 
balancing when she is not on any phenytoin 
anti-convulsant. She is, however, able to take 
phenobarbitone. 

She is hyperkinetic to an extreme degree, 
never still for an instant, affectionate, aggres- 
sive and restless without pause. 

There was no neurological abnormality ex- 
cept slight clumsiness when walking and a 
broad-based gait. The electro-encephalographic 
sleep record showed well defined sleep spindles 
with delta rhythm, principally at the occipital 
areas. This slow activity was non-episodic and 
non-focal. It is of the type encountered in 
post-encephalitis where the cortical areas are 
involved rather than the brain stem. 

Her 1.Q. was 100, but extreme distractibility 
made the result unreliable. 

She was given Aterax 10 mg. ¢.d.s. and her 
behaviour improved markedly. 

Several other cases have been seen in which 
the original encephalitis was suspected but less 
well documented. The children showed hyper- 
activity of a degree intolerable to parents and 
teachers after a feverish illness accompanied by 
one or more convulsions. The EEG was post- 
encephalitic in type. The restlessness responded 
well to either Serpasil or Aterax. 
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The mother looking after such a child gets 
no rest by day and often little by night. The 
exhaustion and the resultant rejection of the 
child lead to pychological difficulties and the 
child becomes an emotional as well as an 
organic problem. If the vicious circle can be 
cut by quietening the child, the mother is given 
relief and once more can show love. The 
child responds to the altered climate by better 
behaviour and the whole family benefits. 


DISCUSSION 


Extreme restlessness and hyperkinesis, with 
emotional instability, occurred in these children 
following upon an encephalitis. In one case 
there was a measles encephalitis; in another a 
polio-encephalitis; and in the others the 
organism was unidentified. The problem of 
these South African encephalitides has been 
discussed by Geerling? and recent work by 
Kokernut e¢ a3 shows that there are likely 
to be many viruses involved, some of which 
have already been identified. 

Aterax and Serpasil have both been extreme- 
ly useful in controlling the symptoms. 


I am grateful to Dr. R. Geerling for his stimulat- 
ing interest in the problem of encephalitis and its 
sequelae and his unfailing help with these cases. 

I must also thank Dr. L. Sussman for the electro- 
encephalographic readings. 

Finally, I should like to thank Dr. H. Moross, 
Medical Superintendent of Tara Hospital for Ner- 
vous Diseases, for permission to submit these case 
histories for publication. 
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RECURRENT DISLOCATION OF THE SHOULDER JOINT 


R. A. FLEMING, O.B.E., MB. MS. F.R.CS., E.LCS. 
Combined Hospitals, Lusaka, Northern Rhodesia 


This injury, though not common, is a severe 
handicap to the patient: physically, because 
repetition makes it increasingly facile for dis- 
location to occur and because of the great loss 
of strength and efficiency of the whole arm; 
and mentally, because he never quite knows 
when spontaneous dislocation will occur. 
Most surgeons regard the popular operations 
prescribed for correction of the condition, as 


feats of ingenuity and endurance which are 
not a little tinged with anxiety about the 
ultimate result. 

Accordingly, the writer feels that it is perti- 
nent to describe his experiences of 29 patients 
suffering from this lesion, on whom he has 
performed an operation of his own devising, 
and which he has used during the past 18 
years. 
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The injury occurs most frequently in epilep- 
tics and young people engaged in strenuous 
athletics and sports. When the anatomical cir- 
cumstances of the accidents are analysed, it is 
almost invariably found that initial dislocation 
is caused by an anterior thrust of the externally 
rotated head of the humerus against the an- 
terior joint capsule, when the point of the 
elbow is not so much abducted as forced pos- 
teriorly and medially. The glenoidal labrum 
and the anterior capsule are torn from the 
anterior rim of the glenoidal cavity. Occasion- 
ally, at the first or subsequent dislocations, the 
periosteum on the anterior aspect of the scapu- 
lar neck is ripped up. The humeral head is 
also damaged in many cases, as shown by a 
groove defect on its postero-medial aspect. 
Thereafter the recurrent dislocation occurs 
whenever the movement brings the head of the 
humerus and the glenoid cavity into the afore- 
mentioned spatial relationship. Such ordinary 
acts such as putting the hand into the side or 
back pocket, fastening the back braces, pulling 
up a back or side zipp fastener on a dress, 
are sufficient to cause re-dislocation. As the 
displacement becomes more facile, ordinary 
actions such as shaving, eating, combing the 
hair or just turning over in bed are sufficient 
to reproduce the dislocation, which also be- 
comes correspondingly easy to reduce. 

Although it is difficult to separate the dis- 
locations which will become recurrent from 
the others, nevertheless two clinical observa- 
tions thereon are very helpful : 

i. Obtaining the above-mentioned history of the 
accident in contrast to one where force was applied 
with the arm in an abducted posture with the head 
of the humerus pressing antero-inferiorly rather than 
directly anteriorly; and 
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ii. In contrast to the single episode dislocation 
where the patient is very often brought to hospital 
supporting the injured arm in a posture of abduc- 
tion and the slightest attempt to decrease this ab- 
duction causes great pain, considerable adduction 
is pcssible in the dislocations destined to be re- 
current. 

From this it is obvious that the clinician 
must not be satisfied merely to diagnose a 
shoulder dislocation, but he must try to ascer- 
tain from an accurate history and clinical 
examination whether the injury is likely to be 
a recurrent one. 


RATIONALE OF THE PROPOSED OPERATION 


The aim of the successful operations under- 
taken for correction of this condition, is to 
repair the detached anterior soft tissues, with 
or without operative elevation of the anterior 
glenoid rim. When successful, this will con- 
stitute a barrier to the anterior displacement 
of the humeral head out of the glenoidal 
articular cavity. However, none of these pro- 
cedures is easy of execution: the region is very 
vascular and suturing manipulations are very 
difficult. 


The coracoid process, with its origin of 2 
of the long muscles of the arm, viz. the cora- 
cobrachialis and the short head of biceps, is 
an interesting structure because, if the direc- 
tion of this bony projection can be altered 
slightly, it and its attached muscles can form 
a solid blocking structure, anterior to the 
shoulder joint, which will obstruct the easy 
forward displacement of the humeral head in 
recurrent dislocation. This can be done by 
exposing the anterior aspect of the shoulder 
joint, the coracoid process and the afore-men- 


ORIGINS OF SHORT 
HEAD OF BICEPS AND 
CORACOBRACHIALIS 


CAPSULE 
DENT 


! CORACOID HEAD OF HUMERUS 
SORACO 
HUMERUS 
AND GLENOID CAVITY 
SHORT HEAD 
OF BICEPS CAPSULE 


Fig. 1: An anterior diagrammatic view of the shoulder joint demonstrating the anatomical points of the 
writer’s operation. 
Fig. 2: A superior diagrammatic view of the shoulder joint. 
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tioned muscles by an oblique incision in the 
groove between the anterior border of the 
deltoid and the superior margin of the pec- 
toralis major. The coracoid process is incom- 
pletely divided in several places with a sharp 
osteotome, starting at the tip and working 
towards the scapular end. Then the bony pro- 
cess and its attached muscles are pressed down- 
wards and outwards over the anterior aspect 
of the shoulder joint. The tonus of the two 
long muscles tends to maintain it in this new 
position. If the pectoralis minor tone hinders 
the new position, then this muscle’s insertion 
can be rugined off the process. 

The whole arm is strapped in an adduction- 
internal rotation position across the chest for 
6 weeks, during which limb function is main- 
tained by active digital exercises and static 
physiotherapy of the other limb muscles. 


RESULTS 


There was one recurrence of the dislocation 6 
days after the operation in an epileptic patient. 
Owing to a nursing oversight, the patient's 
anti-epileptic medication had been omitted 
post-operatively and he had a severe, general- 
ized fit. The strapping fixation of the affected 
arm was released during the first-aid measures 
and, during a second fit, he snapped off the 
osteotomized coracoid process and re-dislocated 
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the shoulder joint. At a second operation, 
this process was re-attached with wire sutures 
to the body of the scapula, and there was no 
further trouble. The union of the coracoid 
process was not very satisfactory on radio- 
logical examination. It is pt that the 
dense scarring following the 2 operations 
formed the principal anterior barrier to further 
dislocation. 

The remaining 28 patients were kept under 
observation at the Surgical Outpatient Depart- 
ment, and no recurrences occurred during the 
first 6-month post-operative period. ll 
patients were asked to report in writing if 
they sustained a recurrence of the shoulder dis- 
location. No such communication concerning 
these 29 patients has been received. 


SUMMARY 


1. The mechanism and anatomical results of 
recurrent dislocation of the shoulder joint are 
briefly discussed. 

2. Stress is laid on the two clinical observa- 
tions which may help differentiation, at the 
first dislocation, of the recurrent and the single- 
incident shoulder luxations. 

3. A comparatively simple operation (in 
contrast to the tedious and difficult popular 
operative procedures) is described for the cure 
of this distressing recurrent injury. 

4. The results of 29 cases are recorded. 


OPHTHALMIC SURGERY 


J. E. M.B., Cu.B. (CAPE), D.O.MS. R.CP. & S. (ENG.) 
Johannesburg 


The excellent results which have been 
achieved of recent years in ophthalmological 
operations are, in a large measure, due to 
greatly improved pre-anaesthetic and anaesthetic 
agents. Anaesthesia has been a great problem 
in intra-ocular surgery since vomiting and rest- 
lessness can quite easily cause the wound to 
open with prolapse of the intra-ocular contents. 
Even the most carefully sutured wound can 
gape after a severe attack of vomiting and cause 
iris prolapse. The advent of drugs which in- 
hibit vomiting was, therefore, a milestone in 
ophthalmic surgery. The ataraxis which is 
also produced by these agents is often a further 
help, both before, during and after the opera- 
tion. 


The ideal patient will be one who is un- 
apprehensive, both before and after surgery, 


who will be quiet and co-operative during the 
operation and, finally, will not be nauseous. 
Trilafon is a drug which tends to produce 
this ideal type of patient, especially when local 
anaesthetics are used to produce paralysis of the 
extra-ocular muscles and full anaesthesia of the 
eyeball. Trilafon, or perphenazine, is 1-(2- 
-propyl)-piperazine. It is an extremely potent 
tranquillizing and anti-emetic drug. As regards 
the drugs used to prevent emesis under a variety 
of disease conditions, chlorpromazine was found 
to be the most potent and effective drug until 
1954.1 In 1957 Rosenkilde and Govier? found 
that perphenazine was about 24 times more 
potent than chlorpromazine in blocking the 
emetic action of apomorphine. Wang,> in 


1958, found that it was 16.6 times greater than 
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chlorpromazine when tested against 0.1 mg. 
per kg. of apomorphine. Fig. 1 illustrates the 
structural formula of perphenazine. 
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The broad ataractic action of the drug 
relieves anxiety, tension apprehension, aggres- 
sion, psychomotor hyperactivity and fear. 
Patients become quiet, more relaxed and less 
tense, while remaining alert during the day. 
While many of the modifications in behaviour 
achieved by Trilafon appear to resemble in 
some respects those of chlorpromazine, the 
anti-emetic potency of Trilafon is estimated to 
be between 5 and 10 times that of chlorpro- 
mazine when given by mouth. 


Wang and Amols> stated that vomiting 
caused by emetic agents is brought about by 
the agents possessing an affinity for specialized 
cells within the chemo-receptive emetic trigger 
zones. When these cells become saturated the 
vomiting centre is activated. Trilafon, by 
blocking the action of the emetic agents within 
the chemo-receptive emetic trigger zone, pre- 
vents activation of vomiting. 


Side-effects appear to be rare with Trilafon. 
It is only mildly hypotensive. Blurred vision, 
nasal congestion and constipation have been 
observed occasionally. Although jaundice, bone 
marrow depression and narrowing of the visual 
fields have been associated with some of the 
other tranquillizing drugs, they appear to be 
notably absent in studies with Trilafon. Ex- 
trapyramidal signs, which simulate those of 
Parkinson's syndrome, have been observed in 
some patients. These manifestations disappear 
rapidly on discontinuing the drug or by giving 
anti-Parkinsonism drugs. The present author 
has observed no such signs in his series. 

The present study was made on 66 patients 
who were operated on under local anaesthesia 
(Table 1). 

Children, adolescents and patients who were 
judged to be highly unstable were not in- 
cluded in this group as they were thought best 
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operated on under general anaesthesia; but 
they also received Trilafon pre- and post- 
operatively to prevent vomiting and restlessness, 
with excellent results, 

The cataract and glaucoma cases received 
4 mg. Trilafon 4 times a day for 2 or 3 days 
before surgery. The evening before surgery the 
patients were given either Seconal or Noludar. 
About one half to two hours before the opera- 
tion, patients were given 50 mg. of pethidine 
intramuscularly, 25 mg. of Phenergan intra- 
muscularly, 10 mg. Trilafon intramuscularly, 
and 200 mg. of Noludar by mouth. Latterly 
Pethilorfan has been used instead of pethidine, 
particularly in elderly patients, as it causes 
less respiratory depression than pethidine. The 
patients requiring extra-ocular surgery, i.e. the 
pterygium and lid operation cases, only received 
10 mg. of Trilafon intramuscularly about 14 
hours before surgery. All the patients arrived 
in the operating theatre in a calm state, most 
of them appearing to be asleep or drowsy. On 
being spoken to, they responded and co- 
operated in every way. In virtually all the 
cases they behaved in an exemplary fashion. 
There was no wincing or jerking while the 
local anaesthetics were being injected and even 
the passing of the bridle suture through the 
superior rectus muscle in cataract cases elicited 
no protest. When questioned on the second day 
after the operation, some patients hardly recol- 
lected any details of the operation. It was 
rarely found necessary to continue with oral 
Trilafon after surgery. Only one cataract case 
had mild nausea after she had returned to the 
ward, but this passed off without vomiting. 

Post-operative recovery was quite uneventful. 
The great advantage of Trilafon is that, while 
being a most potent tranquillizer, it does not 
potentiate the action of the other drugs used 
during the operation and it also does not pro- 
duce sedation. Therefore one can more easily 


TABLE 1. 
Operations No. of Cases 
Total ... 66 


regulate the dosage of the other drugs before, 
during and after surgery and have a better 
assessment of their actions. 

These results confirm Nielsen’s* evaluation of 
Trilafon used in 50 surgical cases. 
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SUMMARY 


Trilafon was used in 66 cases requiring ocular 
surgery and it was found to have great value 
as a tranquillizing agent. 
Its anti-emetic effect was very impressive. 
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PSYCHOTIC PATIENTS 


A CLINICAL TRIAL WITH TRIFLUOPERAZINE (STELAZINE) 


W. LIDDELL MILLIGAN, M.D., B.Sc. (GLASGOW) 
Physician Superintendent, St. James Hospital, Portsmouth, Senior Consultant Psychiatrist, Portsmouth 
Group Hospitals 


R. C. ABEL, B.Sc. (WALES) M.R.CS., L.R.C.P., D.P.M. 
Locum Assistant Psychiatrist, St. James 


and 


G. KENNEDY, M.R.CS., L.R.C.P. Hospital, Portsmouth 
Resident Medical Officer, Saint Mary's Hospital, Portsmouth 


It is generally recognized that the tranquil- 
lizing group of drugs has achieved a definite 
place in the treatment of psychoses, but there 
still exists the necessity for continued research 
to discover agents of greater efficacy and lesser 
toxicity. A new preparation, Trifluoperazine 
(Stelazine) was made available for clinical trial 
at the beginning of 1958. Trifluoperazine, a 
phenothiazine derivative: is 2-trifluoromethy]- 
10-(3’-1”-methylpiperazinyl-4”-propyl) - pheno- 
thiazine. Pharmacological tests showed that 
it is about 12 times as active as chlorpromazine 
in blocking conditioned responses in rats and 
that it had greater activity than all other pheno- 
thiazines at present in use. This implies that 
in clinical practice it can be used in doses 
much lower than that of other compounds of 
this type. Macdonald and Watts! reported 
the results of treating 50 patients with Stela- 
zine and claimed that its greatest effect was in 
diminishing aggression and general over-activity 
and that auditory hallucinations and delusions 
waned and, very commonly, cleared up alto- 
gether. They noted that there was a remark- 
able return of insight in these patients. In 
acute cases of schizophrenia they concluded 
that Stelazine was of more value than insulin 
coma therapy and was a much more pleasant 
and a cheaper method of treatment. Certain 
side effects, particularly extra-pyramidal symp- 
toms, were encountered, but with proper super- 


vision these side effects did not interfere with 
treatment. Madgwick et al.” reported the 
results of treating 60 patients, mostly chronic 
schizophrenics. They observed that 60% of 
their patients showed marked to moderate 
improvement and that hallucinations and 
aggressiveness were amongst the prominent 
symptoms alleviated by this drug. In a later 
communication Madgwick and McNeill? 
reported on the great value of Stelazine in the 
treatment of acute schizophrenics and that the 
discharge rate consequently was very high and 
most satisfactory. There have been other 
publications on clinical trials with Stelazine in 
a variety of conditions. A clinical trial in 
January 1958 was begun in the Portsmouth 
Group of hospitals to investigate the effects of 
Stelazine in severe mental and emotional dis- 
turbances and the results are described below. 


METHODS AND MATERIAL 


Stelazine was made available for the trial in 
5 mg. capsules. (Since it has been marketed, 
it is available in tablet form). Two groups of 
patients were investigated. The first group 
contained 50 chronic schizophrenics who were 
in-patients at St. James Hospital, Portsmouth. 
There were 32 males and 18 females. The 
average age was 40 years with a range of 
28-58 years. The average duration of illness 
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was 20 years with a range of 12 years to 35 
years. These patients were among the most 
deteriorated in the hospital, 29 being aggres- 
sive, hostile and impulsive and the remainder 
vegetative. Treatment with other tranquil- 
lizers had already been tried for a sufficient 
length of time for any possible improvement 
to have been noted and the condition of the 
patients at the beginning of the trial was 
regarded as stabilized. No further improve- 
ment could have been reasonably expected. 
After all other treatment had been discon- 
tinued 5 mg. Stelazine was given daily. The 
dose was increased by an additional 5 mg. 
daily every third day until a total of 30 mg. a 
day was given. Four-hourly pulse and tem- 
perature charts were kept, blood pressures were 
recorded daily and haematological estimations 
were carried out weekly. The assessment of the 
clinical state was made after 4 weeks’ treatment. 


The second group of patients consisted of 
100 acute psychiatric patients in the mental 
observation unit at Saint Mary’s Hospital, Ports- 
mouth. Schizophrenia was diagnosed in 20, 
paraphrenia in 27 and mania in 15; there were 
also 18 organic reactions which included senile 
obsessional states accompanied by restlessness 
and agitation; 20 patients who exhibited gross 
neurotic reactions were also included. They 
were described as having inadequate personali- 
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ties and exhibited marked obsessional symptoms 
or hysterical dissociation. In all these patients 
Stelazine treatment was started with 5 mg. 
daily, increased to 10 mg. in 2 days and to 20 
mg. daily after a further 3 days. Assessment 
of the clinical state was made after 4 weeks. 

All the patients were assessed by more than 
one of the investigators and the final agreed 
result was recorded. ‘Much improvement’ 
means socially acceptable behaviour with loss 
of hallucinatory manifestations and the recovery 
of some insight. ‘Improved’ means loss of 
aggressive tendencies and diminished evidence 
of hallucinations or the regaining of initiative. 
Special methods of assessment other than that 
of the clinicians’ opinion were not utilized. 


RESULTS 


The results obtained in the first group of 
patients are presented in Table 1. It will be 
noted that of 29 aggressive and impulsive 
chronic schizophrenic patients, 9 were much 
improved, 10 improved, 8 not improved and 
2 worse. The 2 reported as ‘worse’ showed 
an undesirable increase in motor activity. 
Among the vegetative group, 9 were much im- 
proved, 7 improved and 5 not improved. 
The results in the acute psychiatric group are 
presented in Table 2. This group was com- 


TABLE 1 
Chronic Much Not 
Schizophrenic Patients Improved Improved Improved Worse 
Aggressive ) Male 16 9 5 1 1 
and Female 13 (29) 5 (10) 7 ®) 1 
Impulsive 
Vegetative } Male (a1) 9 3 (5) 
Totals 50 18 17 13 2 
TABLE 2 
Diagnosis Total Discharged Improved | No Change 
Schizophrenia 20 9 8 3 
Paraphrenia 27 11 13 3 
Mania 15 10 5 
Organic Reactions 18 6 9 3 
Gross Neurotic Reactions 20 16 4 
Totals .. 100 52 39 9 
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posed of 20 schizophrenics, 27 paraphrenics, 
15 manic-depressives, 18 organic reactions and 
20 gross neurotic reactions. 

The most important criterion of improve- 
ment was the patient’s discharge. Of a total 
of 100, 52 patients were discharged, 39 were 
considered improved but required further in- 
patient treatment; and in 9 no change was 
reported, 


ILLUSTRATIVE CASES 


(4) A male catatonic schizophrenic, aged 48 
years, had been mute, inaccessible and unem- 
ployable for over 10 years. After receiving a 
total of 50 mg. of Stelazine he greatly sur- 
prised the Chief Male Nurse by walking up 
to him and initiating a conversation which 
lasted for several minutes. This patient, who 
had required every nursing attention and had 
been consistently incontinent, is now neat and 
tidy, clean in his habits, mixes well with others, 
is employed in the Occupational Therapy 
Department and is interested in his work. 

(5) A male patient, aged 35 years, was 
suffering from paranoid schizophrenia of 7 
years’ duration. During this time he had been 
solitary, withdrawn, suspicious, influenced by 
auditory hallucinations and frequently aggres- 
sive and impulsive. He had been treated by 
electro-convulsive therapy with no improve- 
ment, but previous drug therapy had rendered 
him somewhat less aggressive. After the usual 
treatment with Stelazine he is still rather 
reserved but can mix quite well and is much 
more sociable. He is composed, co-operative 
and can sustain quite a reasonable conversation. 

(c) A female patient, aged 58 years, had a 
paranoid illness in 1949, which superficially 
responded to electro-convulsive therapy. Before 
admission she had been becoming increasingly 
suspicious for several weeks, finally being 
acutely hallucinated, restless and agitated. 
There was considerable thought blockage and 
she was entirely devoid of insight. She was 
given 5 mg. Stelazine morning and night and, 
on the second day of treatment, she became 
much calmer but said that she could still hear 
her husband’s voice directing and controlling 
her! The dosage was increased to 10 mg. 
morning and night and after a week she was 
no longer hallucinated and began to regain 
insight. A complete remission was produced, 
with full insight, and she was discharged from 
hospital 4 weeks after admission. She has been 
seen on 4 further occasions during the past 
year and is perfectly well, leading a normal 
social life. 
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SIDE EFFECTS 


Particular attention was paid to the occurrence 
of side effects. In this series no significant 
alteration in blood pressure was observed and 
there was no change in the blood picture. Not 
a single case of jaundice or liver damage was 
recorded and there were no skin rashes either 
in patients or in the nursing staff. 

Side effects of any degree were rare at doses 
below 20 mg. daily. With higher doses, the 
most severe side effect seen was the develop- 
ment of extra-pyramidal symptoms resembling 
Parkisonism. Two patients experienced severe 
muscular rigidity with tremor, but this dis- 
appeared when the drug was withdrawn for 
24 hours and did not reappear when treat- 
ment was resumed at a lower dosage. Six 
other patients showed slight muscular rigidity 
and drooling occurred in 3 others. Increased 
motor activity, similar to that reported by 
Forrester,t was seen in 4 patients in the 
chronic schizophrenic group. At times these 
patients would stride up and down the ward 
continually. This over-activity disappeared 
after the drug was discontinued and did not 
occur again in two patients when treatment 
was resumed. In two other cases, however, 
treatment was discontinued because of this 
over-activity. About one third of the patients 
had slight drowsiness during the first 48 hours 
of treatment, but this did not persist and 
disappeared quickly. Almost all the patients 
showed a phenomenon which can best be 
described as that of ‘ sparkling eyes ’. It seemed 
to be caused by an enhanced whitening of the 
sclerae and a slight increase in conjunctival 
secretion. It did not inconvenience the patients. 


DISCUSSION . 


The results indicated that not only can excited, 
disturbed, schizophrenic and manic patients 
be rendered calm and composed by Stelazine, 
but that a considerable number of inert, vege- 
tative schizophrenics can be stimulated to take 
an interest in their surroundings, to develop 
initiative and become more accessible. By 
increasing accessibility it should be possible, 
by other psychiatric methods, to produce fur- 
ther improvement in previously inert patients. 
The lessening of hallucinations and some- 
times their complete abolition was a marked 
feature of this form of treatment; and it was 
also found that, in deluded patients, the delu- 
sions lost their emotional significance, even 
though in several they still persisted. When 
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we consider the hopelessness of this group of 
chronic schizophrenic patients and how poor 
the prognosis normally is, the efficacy of 
Stelazine was impressive, particularly in view 
of the fact that almost every other form of 
psychiatric treatment had previously been given 
to these patients. 

Of the 100 acute psychiatric patients, 52 
were discharged at the end of 4 weeks’ treat- 
ment. These results were most encouraging 
when one considers that the corresponding 
figure for a similar series, selected at random 
when other treatment was given, was 21%. 

The side effects were minimal in this series 
and a few immoderate instances were easily 
controlled. Forrester+ published the results of 
a short trial in a small group of patients and 
maintained that the side effects were crippling; 
she discontinued treatment in most cases. It 
is perfectly clear that when Stelazine is used 
with discretion and caution, side effects need 
not necessarily be produced and, when they do 
occur, they can be readily abolished or dimi- 
nished. Treatment need seldom be interrupted. 
In another trial, on mental defectives, treat- 
ment with this drug, however, produced a high 
incidence of Parkinsonism and it is felt that 
Stelazine should be used with great caution in 
such cases until more experience is available. 
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SUMMARY 


1. Fifty chronic schizophrenics of the mos: 
deteriorated kind to be found in mental hos- 
pitals and who had previously been treated 
for many years with other methods, were 
treated with Stelazine; 18 were much improved 
and 17 were moderately improved. 

2. Of 100 acute psychiatric cases, 52 were 
sufficiently improved for discharge from hos- 
pital at the end of 4 weeks’ treatment. 

3. Side effects associated with phenothiazine 
therapy were encountered but were minimal. 
If the dosage of Stelazine is properly con- 
trolled, in relation to each particular patient, 
side effects do not constitute a hazard to con- 
tinued treatment. 

4. The overall results of Stelazine therapy are 
regarded as most encouraging and further work 
is in progress. 

We wish to thank Smith Kline & French Labora- 


= Ltd. for the supply of Stelazine tablets for this 
trial. 
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TRAINING THE MEDICAL STUDENT 


FOR HIS HEALTH EDUCATION FUNCTIONS 


JULIA CHESLER, M.Sc., M.B., B.CH. (RAND) 
Department of Social, Preventive and Family Medicine, University of Natal, Durban 


Without an enlightened public no real pro- 
gress can be achieved in health matters. Medi- 
cal opinion as reflected in WHO Expert Com- 
mittees supports the view that doctors and 
nurses should be concerned with health educa- 
tion.'! Every unit of health personnel, whether 
as an individual or in a team, has a contribu- 
tion to make to public health education. It is 
important, therefore, that the training of medi- 
cal students should prepare them for this task. 

This paper will reaffirm the need for pre- 
paring the medical student for his teaching as 
part of his healing functions. The objectives 
of this part of his training will be set out and 
some basic principles and necessary skills 
which need to be acquired will be discussed. 
Although interdependent, 3 kinds of situations 
may be distinguished in which the physician 


functions as a teacher. They are with the in- 
dividual patient, with the family or household 
and finally with groups in the community. This 
paper will deal more particularly with the first 
of these 3 kinds of situation. 


NEED FOR TRAINING IN HEALTH EDUCATION 


The trend in modern medical education is for 
the student to be made aware of the human 
dimensions of medicine, of the emotional. 
social and cultural determinants of health and 
disease. Sociology, psychology and anthro- 


pology have been introduced into preclinical 
training to provide the basis on which the 
student may acquire this orientation to his sub- 
ject.29 It can be submitted that there are two 
related areas in which the preparation doctors 
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receive for their present functions is not fully 
adequate. They are those concerned with, 
firstly, human relationships and, secondly, 
health education. 

The relationships of doctor, patient, relative 
and hospital all have an influence on states of 
health and disease. The student needs to 
appreciate the clinical implications of the 
doctor-patient relationship, its therapeutic or 
traumatic potentialities.!! 

Most standard textbooks contain excellent 
articles on diseases and their management. Very 
rarely do these details of management include 
the need for explaining to the patient the 
nature of the illness, the mechanism and signi- 
ficance of his symptoms and the course the ill- 
ness may be expected to follow.!2 The paucity 
of attention to this aspect of management is 
usually reflected as well in clinical teaching. 
The effects of the skill with which a student 
may be trained to reach a correct diagnosis 
may often be vitiated by lack of co-operation 
of the patient in his treatment. This can be 
due to the student’s not paying attention to the 
need to assess and improve, if necessary, the 
patient’s understanding of the effect of the 
treatment on his disorder. Much of this is a 
result and relic of the traditional authoritarian 
relationship between an omniscient and omni- 
potent priest and healer issuing orders and in- 
structions to be carried out without question- 
ing and without understanding. In fact, the 
more incomprehensible and magical the treat- 
ment, the greater was considered its efficacy. 
With advances in our understanding of the 
etiology of disease, the need to disguise the 
defects in medical knowledge from our patients 
has decreased. 

In medical student training disease and mal- 
functioning are the centre of attention and 
there are relatively few opportunities for con- 
sidering human behaviour in a wider context. 
Their first ‘ contacts are with dead people, who 
certainly represent the maximum in physio- 
logical malfunctioning and the minimum of 
social responsiveness.!3 The people they see 
are diseased and the hospital or clinic in which 
they are seen usually precludes the considera- 
tion of anything beyond the immediate or 
related disease conditions. The teaching staff, 
who provide the model for the student’s be- 
haviour, are predominantly preoccupied with 
learning and teaching about bodily systems and 
disease entities. 

‘Every health worker who is in close con- 
tact with the people has a potential influence 
on the knowledge, attitudes and health prac- 
tices of the people with whom he works.) In 
order that the best results accrue from these 
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contacts it is essential that doctors and ‘ others 
with a specialized knowledge become more 
conscious of their educational responsibilities 
and approach them with confidence, optimism 
and a variety of techniques.’ 


THE OBJECTIVES OF TRAINING 


The medical student needs to become aware of, 
and to appreciate the health education aspects 
of his work, and to learn how to incorporate 
health education with the technical acts he 
performs. He should be able to communicate 
with individuals, families and groups within 
the community. He must understand the atti- 
tudes, knowledge and behaviour in health 
matters of the people he deals with. He 
should be able to assess whether the health 
education is appropriate to the needs of the 
individual and his situation in his family and 
community. He must understand the health 
educational influences to which individuals, 
families, groups and communities may be ex- 
posed. He can learn to see his role in relation 
to all these and appreciate, and therefore be 
able appropriately to use, the services of other 
health personnel and community agencies in 
his clinical work. Finally, he must evaluate the 
effects of his health education in terms of rele- 
vant changes in behaviour. 

To achieve these objectives the student must 
acquire basic principles, some necessary skills 
and have experience with certain procedures 
and learning situations. 


SOME BASIC PRINCIPLES 


1. The Objectives and Nature of Health Educa- 
tion. Instruction or health propaganda alone 
do not constitute health education which aims 
at enabling people to make choices about 
health more wisely. ‘The attainment of a 
state of well-being rests upon personal resolve. 
Resolve depends on attitude, attitude upon in- 
sight and insight upon knowledge, experience 
and feeling.’! 

2. The Principles of Healthy Living. These 
may be difficult or even impossible of final 
and exact definition, but medical experience 
is slowly outlining some major features. Our 
knowledge of the hygiene of the environment, 
of nutrition, of immunization, of supervisory 
health care during periods of major stress and 
hazard has yielded immense health benefits. 
Similar beneficial results may accrue when we 
understand and can provide the requirements 
for healthy emotional behaviour. 

3. ‘Health Behaviour’ Values, attitudes, 
knowledge and behaviour related to health and 
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disease are determined by individual experi- 
ence and social and cultural factors. An educa- 
tional approach to problems concerned with 
the promotion of health and the control and 
treatment of disease must aware of the 
existing health behaviour of the individual, his 
family and community. It is important for 
the student to understand the criteria by which 
disease and health are decided on by the 
patient and his family, and the extent to 
which home remedies and folklore and healers 
may be used in the treatment of disease. 

4. The Effects of the Cross-Cultural Situa- 
tion. ‘Our rationalistic bias leads us to 
classify people as “ reasonable” or “ unreason- 
able,” but people are neither reasonable nor 
unreasonable in the abstract. By their own 
cultural standards their behaviour and beliefs 
are reasonable, by the standards of others they 
are unreasonable. To alter their point of view 
it is necessary to understand their point of 
view.'!4 

Lyle Saunders!? discusses the kinds of mis- 
conception and bias that may influence judg- 
ment in cross-cultural situations. Assumptions 
about human nature can be used to defend the 
status quo, support invidious judgments about 
the behaviour of groups and provide moral 
support for engaging in courses of action or 
inaction. As the intrusive group, those pro- 
viding health and medical services to people 
of another culture must take the initiative in 
avoiding and overcoming the effects of ethno- 
centrism. They must prepared to make 
some modifications in professional practices in 
order to make them acceptable. The medical 
worker needs to look beyond the patient and 
his symptoms and to be aware of the extent 
to which the immediate medical or public 
health situation influences and is influenced by 
many elements in the social environment such 
as traditional health practices. 

In addition to the differences between cul- 
tures which are recognized as different, the 
student has to appreciate the significance of 
the subcultures that exist in his own society. 
“Within our complex society and its general 
culture pattern, each social class, each ethnic 
enclave, each geographic region, each special 
interest group tends to have its own special 
subculture.’!5 

5. Communication and Learning. An 
understanding of how and why interaction be- 
tween individuals or groups leads to a change 
in behaviour in some cases and not in others 
is essential to all health education. The pro- 
blem still has to be solved why, e.g. there 
has been no decrease in tobacco smoking in 
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spite of its alleged potential hazards. In a 
recent article Skinner and Derryberry outline 
some of the more important principles of 
learning.’ Recipients of health education 
must be motivated and involved. Learning 
and changing behaviour is influenced by each 
individual’s highly personal background of ex- 
perience, and by the attitudes of the groups to 
which they belong. Recommended action must 
meet felt needs. 


SOME NECESSARY SKILLS 


A co-operative relationship between the practi- 
tioner and his patient is a prerequisite and an 
accompaniment to the exercise of diagnostic 
and therapeutic skills. ‘The physician who, 
because of his manner or his lack of under- 
standing of individual or group-related differ- 
ences, is unable to establish a relationship 
which gives satisfaction to the patient cannot 
give good medical care, in the fullest sense of 
that phrase, however skilled he may be in the 
other techniques of his craft.!3 Some few 
people may intuitively acquire the skill of 
establishing and maintaining mutually satisfy- 
ing relationships. For those going into any 
of the health professions, the development of 
these skills cannot be left to chance. They 
must be guided, supervised and improved in 
the same way as the traditional technical skills. 
The art of talking and listening to patients and 
their relatives has to be learned as painstak- 
ingly as any other. 

The student needs to acquire the skill of 
determining which changes in health attitudes, 
knowledge or behaviour are most likely to 
affect the clinical condition of his patient. 
Resistance to hospitalization or other forms of 
treatment can be reduced by being aware of 
and dealing with fears and misconceptions. A 
woman who has been very concerned about the 
irregularity of her menstrual periods will be 
much relieved when the difference between 
lunar and calendar months is made clear to 
her and when she learns to use as her criterion, 
not dates, but the minimal and maximal days 
of her cycle rhythm. The student must also 
be able to assess the extent of acceptance of 
whatever changes he may desire. A rigid, in- 
secure mother may be unable to accept demand 
feeding, im toto, but she may well be coaxed 
into taking the first steps along the way by 
some minor modifications. 

The student must learn to use simple, clear, 
and appropriate terms and _ illustrative 
examples. Polysyllabic technicalities may be 
impressive but they contribute very little to 
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any change in the behaviour of the patient 
which will improve or maintain his health. 
The skill of assessing the guidance needed to 
precede or anticipate a future situation is im- 
portant. The pregnant woman can pre- 
pared for the behaviour changes demanded by 
child rearing, and the lactating mother can be 
made ready to meet appropriately the nutri- 
tional requirements of the toddler. Although 
his teaching functions may never imbue the 
student with the same degree of enthusiasm 
and drama as heroic surgery, it is possible for 
his tutors to develop in him a sound and 
genuine appreciation of this necessary aspect 
of his skills. 

Finally, the student needs to learn to check 
and evaluate any changes in the health be- 
haviour of his patients. Although traumatic 
to his selfregard, it is nevertheless a very salu- 
tary experience for a student to realize that his 
instructions may have been misunderstood or 
ignored. Instructions, as such, do not in- 
herently and automatically imply perfect and 
complete execution. 

The student should be at ease in any social 
context and be able to teach appropriately 
both the literate and illiterate, the very young 
and the very old, the anxiously inadequate and 
the over-assured, and the healthy as well as the 
unhealthy. 


THE SCOPE OF HEALTH EDUCATION IN 
MEDICAL PRACTICE 


The student can be made aware of the range, 
variety and importance of the health problems 
that can be dealt with in general or family 
practice. The specific nature and scope of the 
health education which doctors can undertake 
has been described.!7)!8 The potential area in 
which the doctor can exercise his health educa- 
tion functions can extend to the limits of his 
enthusiasm situational opportunities. 
‘Over and above each technical act, there is a 
corresponding educational function which 
doubles the value of the act, prolongs it, in- 
creases its efficacy, and endows it with real 
human and social value.’!9 

Clinical situations related to child bearing, 
child rearing and family planning provide 
many health education opportunities. In the 
field of nutrition and dietary habits the student 
often has to face the effects of poverty. Of 
great value to him in his future practice will 
be the demonstration of changes in dietary 
habits which he can commend which are nutri- 
tionally adequate, economically reasonable and 
culturally acceptable. The student will accept 
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without question his task of treating illness 
and accident. If his learning environment is 
one in which due regard is given not only to 
the diagnosis and treatment but also to the 
prevention of disease and even to the promo- 
tion of health, the student can come to accept 
these as his functions. Students need to 
and can be trained to appreciate and apply 
educational preventive mental health prin- 
ciples.2° The tutor’s image of the general or 
family practitioner which he holds up to his 
students should incorporate his front-line de- 
fence functions in mental health.?! 


Another area in which it is desirable that 
students should accept their educational func- 
tion is related to the patient’s expectations of, 
attitudes to, and behaviour with medical and 
health personnel and procedures. Many clinical 
situations, viewed from the patient’s point of 
view, may appear as threatening and to be 
avoided. The student can be made sensitive 
and alert to the need for the patient and his 
family to be reassured and educated about 
anxiety-provoking procedures. 
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NOTES AND NEWS : BERIGTE 


Dr. James Jordaan, M.Ch., has commenced practice 
as a Specialist Urologist at 4 Park Lane (Brenthurst 
Clinic), Parktown, Johannesburg. 
(Telephones: Rooms: 44-9393; 
43-8769. 
* * 


Residence: 


SKF LABORATORIES: NEW FACTORY 


Building has commenced of a new factory, labora- 
tories and offices for SKF Laboratories (Pty.) Limited 
in Isando Road, Isando, Transvaal. These are 
scheduled for occupation in June 1960 and the 
company will then transfer its entire organization 
from Port Elizabeth, thus severing a link which the 
company has had with the ‘ Friendly City’ since the 
early 1900's. 

In addition to providing future expansion poten- 
tial, the transfer to the Witwatersrand will increase 
the efficiency of the Company’s operations and im- 
prove the distribution and service to the medical 
profession within the Union, South West Africa and 
the Central African Federation. 

Construction of this new SKF building in Isando 
is part of the world-wide expansion of the Phila- 
delphia company’s interests, which include the 
recently occupied £1 million pharmaceutical research 
and development laboratories, factory and offices at 
Welwyn Garden City, Hertfordshire, England, and 
projected new facilities in Sydney, Australia, to be 
built at an approximate cost of £400,000. 

The Managing Director of the South African 
Company is Mr. W. E. Lloyd, M.P.S. 


* * * 


THIRD INTERNATIONAL CONGRESS OF PHYSICAL 
MEDICINE 


The Third International Congress of Physical Medi- 
cine will be held 21-26 August 1960 inclusive, at 
The Mayflower, Washington, D.C. 

The preliminary prospectus covering the _inter- 
national conference carries in detail information on 
registration, application to present a paper, a scien- 
tific exhibit, a scientific film, etc. A copy of this 
preliminary programme may be had on request by 
writing to: Dorothea C. Augustin, Executive Secre- 
tary, Third International Congress of Physical 
Medicine, 30 N. Michigan Avenue, Chicago 2, 
Illinois, U.S.A. 


* * * 
R. D. GRANT COMPANY AWARD 


1. This competition is open to all persons except 
Members of the Boards of Governors of the Ameri- 
can Congress of Physical Medicine and Rehabilita- 
tion, American Academy of Physical Medicine and 
Rehabilitation and the Program Committee of the 
Third International Congress of Physical Medicine. 

2. Manuscripts must be in the office of the Ameri- 
can Congress of Physical Medicine and Rehabilita- 
tion, 30 N. Michigan Ave., Chicago 2, Ill., not 
later than 2 May 1960. This deadline will be rigidly 
maintained. 

3. The essay must not have been published pre- 
viously. 

4. Essays will be judged on original work, con- 
tribution to knowledge of this subject and clear 
exposition of the facts. Contributions should not 
exceed 6,000 words (exclusive of headings, refer- 
ences, legends for illustrations, tables, etc.) and the 
number of words should be stated on the title page. 


Seven copies of the manuscript must be submitted— 
two original copies and five carbon copies. No 
papers will be returned. 

5. The winning contribution will be determined 
by the Program Committee of the Third Inter- 
national Congress of Physical Medicine. 

6. All contributions will become the property 
of the American Congress of Physical Medicine and 
Rehabilitation and will be released to the Archives 
of Physical Medicine and Rehabilitation for pub- 
lication as determined by its Editorial Board. 

7. The winning essay will be presented at the 
meeting of the Third International Congress of 
Physical Medicine. 

8. The winner shall receive a cash award of 


$1,000 


* * * 


COMMISSION OF ENQUIRY INTO IONIZING 
RADIATION 


It is hereby notified for general information that 
His Excellency, the Governor-General, has ap- 
pointed a Commission of Enquiry consisting as 
follows : 

Chairman: 

Sarel Francois Oosthuizen: President of the 
South African Medical and Dental Council and 
Professor in Radiology, University of Pretoria. 
Members: 

Philippus Johannes Kloppers: Specialist Physi- 
cian and Former Professor in Internal Medicine, 
University of Pretoria; 

Eduard Muntingh Hamman: Dean of the Faculty 
of Law, University of Pretoria; 

Maurice Weinbren: Radiologist, Johannesburg; 
Secretary/Member: 

Pieter Daniél Hartzer: Medical Physicist, Atomic 
Energy Board, Pretoria 

with the following terms of reference: 

To investigate and report upon: 

The danger to the health of persons exposed 
to X-rays or any other ionizing rays which are as 
yet not controlled by legislation, and the uses and 
misuses of such radiation; 

2. The quantity of radiation to which individuals 
in various capacities are exposed; 

3. The attendant health and other hazards to 
which patients, staff and the general public are 
exposed; 

4. The various permissible doses of radiation; and 

5. Any related matter which may be deemed 
necessary by the Commission; 

And to make recommendations: 

i. As to whether the use of all types of X-rays 
should be subjected to statutory control, taking into 
consideration existing legislation for the control of 
radio-active isotopes; 

ii. Regarding legislation which may be deemed 
necessary by the Commission in this respect; 

iii. Regarding the possible training of persons in 
the use of and protection against X-rays; and 

iv. Regarding research which may be considered 
necessary in this field. 

Interested persons, institutions and organizations 
who desire to make representations or to give 
evidence to the Commission should communicate, 
in writing, with the Secretary, Commission of En- 
quiry into Ionizing Radiation, Room 411, Merino 
Buildings, Pretorius Street, Pretoria. 


P. D. Hartzer, 
Secretary for the Commission. 
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PREPARATIONS AND APPLIANCES 


TERSAVID 


Roche Products (Pty.) Limited announce from their 
laboratories in Baslé, Switzerland, an entirely new 
hydrazine derivative which will be known com- 
mercially under the name of Tersavid, the first anti- 
anginal specific with a directive cardiac action. This 
hydrazine derivative is described as 1-pivaloyl-2- 
benzyl-hydrazine. 

Properties: Tersavid is a specific which was 
designed and isolated from 200 related compounds 
for its directive action on both coronary arteries 
and myocardium. 

In contra-distinction to all other hydrazine 
derivatives, it has almost no side effects, due to its 
cardiac specificity. Tersavid is practically non-toxic 
as well. 

Mode of Action: The preparation produces: 

1. Coronary vasodilation; 

2. Increased coronary blood flow; 

3. Decreased oxygen requirements of the myo- 
cardium. 

4. A positive inotropic effect, e.g. it increases 
the force and energy of muscular contractions of 
the heart. 

These 4 combined effects are responsible for the 
production of freedom from anginal pain. This 
approach to angina pectoris is entirely new. 

The outstanding feature of hydrazine derivatives 
with cardiac specificity like Tersavid is the animal 


REVIEWS 
OPERATIVE SURGERY 


Operative Surgery by Specialties. Under the 
general Editorship of Charles Rob, M.C., 
M.Chir., F.R.C.S. and Rodney Smith, M.S., 
F.R.CS. Butterworth and Co. (Africa) Ltd., 
33-35 Beach Grove, Durban. 


The publication of Operative Surgery has been com- 
pleted with the appearance of the Index Volume 
which links the whole work of eight volumes. Where- 
as up to the present time it has only been available 
as a complete work of eight volumes and index, now 
a re-planning has made it possible to split it into 
separate specialties. This has been done in response 
to the wish of many surgeons who have pointed out 
that where their interests lie exclusively in a certain 
field it is often unnecessary for them to have all 
eight volumes—they would prefer to buy only those 
which cover their own specialities. The whole 
work has therefore been specially edited and divided 
into the groups shown below and each volume con- 
tains its own index and in the case of sets of 
volumes, a comprehensive index to the whole set. 

General Surgery (Four Volumes): Volume 1: 
Introductory, Trauma and Abdomen; Volume II: 
Completion of Abdomen; Volume III: Rectum, 
Anus, Thorax; Volume IV: Head, Neck, Lymph 
Nodes, Vascular Surgery, Endocrines, Breast. Con- 
solidated Index. 

Orthopaedic and Plastic Surgery (Two Volumes): 
Volume I: Introductory, Trauma, Hand Amputa- 
tions, Plastic Surgery. Index to both volumes; 
Volume II: Regional Orthopaedic Surgery. Index 
to both volumes. 


experimental finding that in acute coronary occlu- 
sion it prevented fatal fibrillation in 50°, of all 
cases when given 5 days before such occlusion. This, 
in fact, means that the severe angina case on 
Tersavid medication, who happens to proceed to a 
coronary thrombosis, has a better chance of sur- 
vival. 

Side Effects: Tersavid is virtually free of all the 
known side effects of the other hydrazine deriva- 
tives, viz.: 

1. Elevation of mood; 

2. Excitability of the psychomotor system; 

3. Postural hypotension. 

Because of its low toxicity it is a perfectly safe 
drug for long-term therapy in angina pectoris. 

Compatibility: It can be combined without diffi- 
culty with cardiac glucosides, xanthine derivatives, 
nitrites and even hypotensives, although it may 
potentiate the ganglion-blocking groups, in which 
case frequent blood pressure reading are recom- 
mended. 

Dosage: Initial Dose: 
divided doses. 

Maintenance Dose: 50-200 mg. daily. 

Onset of Action: Variable from 3 up to 10 days, 
since its effect is cumulative. 

Samples and literature are obtainable from our 
Scientific Department, Roche Products (Pty.) Limited, 
P.O. Box 6158, Johannesburg. 


150-300 mg. daily in 


OF BOOKS 


Gynaecology and Obstetrics: Separate Volume; 
Genito-Urinary System: Separate Volume; Eyes, Ear, 
Nose and Throat, and Neurosurgery: Separate 
Volume. These three volumes each contain an In- 
troductory section and their own Indexes. 

For those who wish to cover the whole field of 
surgery, complete sets of Operative Surgery are, of 
course, still available. 

Operative Surgery stands apart from all other 
works of its kind, for it is unique both in its ap- 
proach—pictorial representation with the minimum 
of text—and in the fact that every operation in cur- 
rent practice is described, stage by stage, from the 
start of each operation until its completion. 

This unique method of representation was chosen 
because since it is an accepted fact that the best way 
to learn operative surgery is to watch an operation 
perfectly performed, the emphasis on a work of 
operative surgery must be visual. Even if a sur- 
geon has the time and opportunity to watch a col- 
league perform a particular operation he will want 
to study the procedure in detail before performing 
it himself, and if no such opportunity arises, he can 
only resort to the guidance of an accepted major 
work where the procedure is perfectly and fully de- 
scribed. Operative Surgery in which each operative 
procedure is described in every stage by acknow- 
ledged masters is the only work which can give such 
guidance. 

For obvious reasons—the difficulty in photo- 
graphy, even after re-touching, of getting really clear 
outlines, an often obscure or restricted field of 
vision, the variation from one operation to another 
—it was decided that drawings, which can be both 
accurate and discriminating, were the best method 
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of pictorial representation. Delicate details can be 
shown with emphasis on the significant aspects and 
irrelevant or confusing surrounding matter can be 
toned down or eliminated. 

Each operation shown is the result of the fullest 
co-operation between surgeon and _illustrator—in 
many cases, the surgeon has himself carried out 
original sketches, and in each instance the surgeon- 
author has laid down the series of procedures for 
the artist to study, and has given him full guidance 
as to the stages to be shown and the detail to be 
brought out in each picture. 

Each stage of the operation, each picture that is, 
is accompanied by a brief exact description of the 
steps taken. The basic pattern for each article is as 
follows: 

1. Pre-Operative Notes: (a) Indications; (b) 
Special contra-indications; (c) Special equipment or 
apparatus; (d) Pre-operative preparation; (e) Anaes- 
thesia; (f) Position of patient. 

The Operation: (a) The incision; (4) Method 
of exposure; (c) Additional exposure; (d) Division 
of muscles; (e) Ligation of vessels; (f) Method of 
removal or repair of diseased part; (g) Method of 
closure; (4) Drainage (when necessary); (7) Alter- 
native procedures; (j) Dangers and complications 
(where necessary to illustrate). 

3. Special Post-Operative Care and Complications: 
This includes the immediate hazards of the opera- 
tion, their anticipation and treatment. 

Not every operation, of course, lends itself to 
such uniform treatment, but this pattern has been 
followed wherever possible. Exceptions include 
cases where two or three procedures are similar and 
these, of course, have been combined into one article 
to save unnecessary duplication. 

Operative Surgery is already acknowledged as the 
standard work on the subject. Its immense practical 
value is obvious to every surgeon, whether general 
or specialist, and to those working for their fellow- 
ships as well as to the teacher and the student. Doc- 
tors stationed far from a hospital, such as Army 
medical officers, ships’ doctors, and medical men in 
remote country practices will be particularly grate- 
ful for a work which presents them with complete 
guidance in modern surgical procedure. 

The team chosen to carry out this unique and 
valuable presentation of operative surgery includes 
the foremost surgeons of today, so that when the 
reader consults Operative Surgery he can be assured 
that he will be following procedures exactly as they 
would be performed by renowned experts in the 
operating theatre. Every section, furthermore, has 
been scrutinized by the general Editors and the panel 
of consultant Editors of the various specialties. 

Operative Surgery has an added advantage in the 
fact that it is kept up to date. Supplements keyed to 
the main volumes or sets will be issued periodically 
dealing with any advances or developments in pro- 
cedure in each of the specialties so that surgeons 
may be sure that they are being kept in touch with 
the latest developments in the surgical field. 


ANAESTHESIA IN CHILDHOOD 


Anesthesia for Infants and Children. By Robert 
M. Smith, M.D. 1959. (Pp. 409 + Index. 
With 182 Figs. 102s. Od.). St. Louis: C. V. 
Mosby Company. 


This most attractive book deals with every aspect 
of paediatric anaesthesia. It is divided into 31 
chapters, so that each section is of a reasonable 
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length but not going to the opposite extreme of 
merely tabulating without explanation. 

The language is simple and as far as possible 
non-technical, the printing clear, and subsections to 
each chapter are very clearly marked under suitable 
headings. The illustrations are mainly photcgraphic 
or diagrammatic and are very instructive. 

The first few chapters are devoted to the basic 
sciences, comparing and contrasting the anatomical 
and physiological conditions of infants, children 
and adults, and should be read and digested by all 
those who have to deal with sick children, anaes- 
thetists especially but also surgeons, paediatricians 
and the nursing staff. 

The author is the Senior Anaesthetist at the 
Childrens Medical Center in Boston, Mass., and it 
is reassuring to know that the influence of Beecher 
and Todd’s famous attack on the relaxants, strong 
as it must be in that city, has not succeeded in 
blinding Dr. Smith to the advantages of this class 
of drugs. He rightly points out the dangers and 
his Tables of Dosage are very properly on the 
cautious side. 

It is a great pity that the author has supported 
the oft repeated bogey that rectal Pentothal in the 
original dosage recommended by Weinstein in 1939 
‘often gave deep sleep with depression of respira- 
tion and some fall in blocd pressure.’ In this 
reviewer's experience in the last 20 years the only 
disadvantages have been quite the opposite, great 
care being required to avoid rousing the children 
if they do go to sleep, and if the operation is delayed 
more than an hour after rectal thiopentone most 
of the patients are awake again prematurely. The 
dosage the author advises is half the usual Wein- 
stein dose and can rarely be effective; before 
tonsillectomy he recommends 2.5 mg. per lb., which 
must surely be completely useless, and a waste of 
time, trouble and Pentothal. 

The great tragedy of this beautiful book is that 
it is already out of date. Fluothane is mentioned 
once only, and never recommended as the agent of 
choice. Had the book been published in 1956 this 
would have been acceptable, but the world-wide 
experience over the last 3 years of this most useful 
addition to the anaesthetist’s stock of agents renders 
the omission comparable to ignoring the rocket as 
a motive force in a book on space travel. 


RADIATION AND HUMAN HEREDITY 
THE KERALA PROJECT 


Effect of Radiation of Human Heredity: In- 
vestigation of Areas of High Natural Radiation. 
First Rebort of the Expert Committee on Radia- 
tion. World Health Organization: Technical 
Report Series, 1959, No. 166, 47 pages. 1s. 9d. 
Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., 
P.O. Box 724. 


Most of the attempts that have been made to 
predict the long-term effects of radiation on human 
heredity have been based on the results of investi- 
gations in animals, as opportunities for studies in 
human populations are limited. There are, however, 
a number of widely scattered areas in which the 
level of natural background radiation is well above 
that in other parts of the world, and properly 
planned studies of the populations in such areas 
could make significant contributions to knowledge 
of the genetic and somatic effects of prolonged 
exposure to low levels of radiation. This recently 
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published Report of the WHO Expert Committee 
on Radiation surveys the known areas of high- 
background radiation and sets out the principles of 
planning investigations of such areas. From the 
survey it emerges that the Kerala area, at the 
southernmost extremity of the west coast of India, 
is probably the only area now known which might 
be profitably investigated, and the last part of the 
Report is devoted to the application of the general 
principles to the planning of what is called ‘the 
Kerala project ’. 


The Report enumerates the various factors deter- 
mining the significance of studies of this type and 
discusses their bearing on the kind of information 
that should be collected. It points out that the 
comparison of specific mutant phenotypes in the 
irradiated and control populations will rarely be 
feasible, and that reliance will usually have to be 
placed on a comparison of populations with respect 
to those characteristics that are assumed to reflect 
the cumulative effect of mutation at many loci. The 
interrelationship between genetic studies and work 
which might be undertaken on the somatic effects 
of radiation is also considered. 


The statistical aspects of the proposed studies are 
examined with regard both to the evaluation of 
their possible biological significance, and to the 
analysis of the data accumulated. Several sugges- 
tions are also made concerning information to be 
collected in a Kerala project, with particular refer- 
ence to the ad hoc census that would have to be 
the first step in any such study; and a brief section 
of the Report is devoted to the estimated require- 
ments in men and material. 


REQUIREMENTS FOR BIOLOGICAL SUBSTANCES 


Requirements for Biological Substances: 1. 
General Requirements for Manufacturing 
Establishments and Control Laboratories; 2. 
Requirements for Poliomyelitis Vaccine (In- 
activated). Report of a Study Group. World 
Health Organization: Technical Report Series, 
1959, No. 178, 30 pages. 1s. 9d. 


Requirements for Biological Substances: 3. 
Requirements for Yellow Fever Vaccine; 4. 
Requirements for Cholera Vaccine. Report of a 
Study Group. World Health Organization: 
Technical Report Series, 1959, No. 179, 45 
pages. 1s. 9d. 


Requirements for Biological Substances: 5. 
Requirements for Smallpox Vaccine. Report 
of a Study Group. World Health Organiza- 
tion: Technical Report Series, 1959, No. 180, 
24 pages. 1s. 9d. Pretoria: Van Schaik’s Book- 
store (Pty.) Ltd., P.O. Box 724. 


With the aim of promoting uniformity in the 
production and assay of important biological sub- 
stances and in the standards to which these sub- 
stances should conform, WHO is convening a series 
of study groups whose task is to formulate require- 
ments which can be internationally recommended. 
The reports of the first three study groups have 
now appeared. Each report consists of a brief sum- 
mary of the general considerations of the group, 
with recommendations for further studies, while the 
requirements themselves are presented in the form 
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of annexes. As far as possible, the same general 
plan has been followed in each of the annexes, the 
various aspects of manufacture and control being 
dealt with in the same order under the same or 
comparable headings. It is the intention that any 
or all of the requirements may be taken by national 
health authorities and used as they stand as definitive 
national requirements. Where appropriate, explana- 
tory or amplifying notes on the requirements have 
been added in small type. The requirements for- 
mulated are naturally subject to the limitations of 
present knowledge and, in this sense, must be con- 
sidered provisional. This is recognized in the 
reports and provision made for future revisions. 


IMMUNIZATION IN CHILDHOOD 


Proceedings of A Symposium on Immunization 
in Childhood Held in The Wellcome Building, 
London. (1960. Pp. 136 + Index. 17s. 6d. 
net. 1s. 1d. postage abroad). Edinburgh and 
London: E. & S. Livingstone Ltd. 


Immunization from the scientific standpoint to its 
routine application, was fully discussed by a select 
group of scientists, mainly from Britain but with 
representatives from Europe, Canada and the U.S.A. 
Papers were read and followed by full discussion. 


Controversial and interesting points are as fol- 
lows: 


First Session: 1. The Risks of Immunization. 
Provocation poliomyelitis following injections is a 
possibility. Encephalopathy after pertussis vaccine is 
very rare. Post-vaccinal encephalitis is slightly higher 
under one year, lowest between 1 and 4 years. 
Poliomyelitis vaccine is particularly safe for injec- 
tion. 


2. Sterilization. The techniques are all most un- 
satisfactory and the ideal would be a disposable, 
single-unit syringe. (The cost of this was calculated 
to be no more than 5d.). 

Second Session: 1. Poliomyelitis Immunization. 
Antibody response to the 3 types is variable. In 
most cases response to type 1 is low. The French 
vaccine, however, showed a good response to type 
1. Combined immunizations are still being tested. 
The advantages of the oral vaccine were just men- 
tioned. 


2. Pertussis Immunization. It is accepted that 
pertussis can kill in the first year. Injections are 
highly efficacious in preventing this disease. 


3. Diphtheria and Tetanus Immunization. Diph- 
theria and tetanus have been almost eliminated 
from England and Wales, but vigilance is essential. 
Combining diphtheria with tetanus enhances anti- 
body response. 

As for tetanus, the 2 world wars have shown the 
efficacy of active immunization. Passive immunity 
should be discouraged because of frequent and 
severe reactions. 

Third Session: 1. Combined Prophylaxis. Triple 
immunization (diphtheria, pertussis, tetanus) is 
justified and outweighs the risk of post-injection 
poliomyelitis. That the immunity of young infants 
interferes with antibody formation is very much 
doubted. 

The Canadian results with quadruple injections 
(triple plus poliomyelitis) in very young infants are 
most impressive. 
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2. Discussions and Recommendation. The fol- 
lowing schedule was generally recommended: 

Three triple injections between 2 and 6 months; 

Two polio injections between 7 and 10 months; 

One quadruple injection between 15 and 18 
months; 

Smallpox inoculation under 5 years; 

Diphtheria and tetanus at school entry (about 7 
years); 

Diphtheria, tetanus and smallpox at 9 years. 

BCG injection between 11-15 years was recom- 
mended by a few. 

Reviewer's Comments. The Symposium was un- 
duly conservative in its approach. The value of 
quadruple injections and oral poliomyelitis was not 
sufficiently stressed. BCG was not fully discussed. 

On the whole, the symposium showed a reflection 
of present-day thinking on immunization. The book 
is required reading for all Medical Officers of Health. 
It is also most interesting to every thoughtful gene- 
ral practitioner who wields the needle. 


EAR, NOSE AND THROAT DISEASES 


Synopsis of Ear, Nose and Throat Diseases. By 
Robert E. Ryan, B.S., D., M.S. (Alr.), 
F.A.C.S., William C. Thornell, A.B., B.M., 
M.D., M.S. (Alr.), F.A.C.S., and Hans von 


Leden, M.D., F.A.C.S., F.LCS. (1959. Pp. 
369 + Index. With 59 Figs. 57s. 6d.). St. 
Louis: C. V. Mosby Company. 


This book is a useful addition to the Synopsis series, 
intended for quick reference and rapid revision for 
interns, general practitioners and undergraduates. 
There is a useful anatomical index and excellent 
tabular summaries after important subjects. 

The book is produced in a handy pocket size, well 
bound, printed on high quality paper, with 383 
pages. It is easy to read and does not cram cold 
facts in tabular form. 

The content is sound because the authors stress 
fundamental principles and generally accepted views 
on treatment, with little personal bias. In the treat- 
ment of Otitis Externa, they state: 

“Regardless of medication used . .. it is of 
extreme importance that all discharge and debris be 
removed and the canal dried.’ 

Of Bell’s palsy: 

* Because of the possibility of permanent paralysis, 
one should consider a case of Bell’s palsy as an 
emergency ... in those cases showing no return of 
movement in 6 weeks’ time, surgical decompression 
of the facial nerve should be carried out.’ 

One is pleased to note that there are 15 pages on 
nasal allergy, which is such a common ailment. The 
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facts are sound and up to date. The dangers of 
nasal medication are duly stressed. 

Nasal fractures, so often treated by interns and 
country doctors, is dismissed too briefly. 

Endoscopy has been omitted deliberately, but 
some notes on its value and indications in oesopha- 
geal, tracheal and pulmonary diseases would not be 
out of place, if only to alert the practitioner on its 
merits in early diagnosis of malignant disease. Where 
else could students gather this information easily and 
quickly, but in a volume of this nature? 

It is true that every patient with hoarseness of 
more than 2 weeks’ duration deserves a thorough 
laryngeal examination. The practitioner must be 
on the alert not to overlook malignant tumours of 
the larynx. 

The book concludes with an up to date chapter or 
Tracheotomy,; a more «cccurate term wou 
tracheostomy. The use of a crook-shaped hollow 
metal tube called a Mosher Life-saver is also de- 
scribed. 


MALARIOLOGY 


Malariology: With Special Reference to 
Malaya. By Prof. A. A. Sandosham, Professor 
of Parasitology, University of Malaya, Singa- 
pore. (1959. Pp. 316 + Index. With 34 
Figs. 35s.). London and Cape Town: Oxford 
University Press. 


As is indicated by the title, this book is written 
essentially for students resident in Malaya, and is 
obviously intended for use by the undergraduate and 
anti-malaria field workers in that country. 

The introductory section deals with the history 
of malaria and the geographical features of Malaya. 
The necessary basic biological factors are described, 
such as the cellular content of human blood and 
the life history and morphology of the parasite. 
Illustrations are provided. The basic laboratory 
techniques are set forth, viz. the use of the micro- 
scope, blood film staining and methods of collect- 
ing and preserving the vectors for identification. 
The vector species in Malaya are described in detail 
for reference by the field and laboratory workers. 
A bibliography, glossary and an index are provided. 

Bold face type is liberally used throughout the 
book, this obviously being intended for the con- 
venience of the undergraduate medical student for 
whom the book was partly written. For the post- 
graduate student taking the diploma course in Pub- 
lic Health at the University of Malaya the por- 
tions dealing with the identification of the vector, 
malaria control and prevention are of special in- 
terest. 

The volume should be of great value in lessening 
the incidence of malaria in Malaya. 


CORRESPONDENCE 


TUBERCULIN JELLY 


To the Editor: Tuberculin Jelly can no longer be 
obtained commercially. The S.A.I.M.R. inform me 
that ‘it is no longer obtainable in this country’. 

The Mantoux and Heaf have their uses, but for 
most of us it is either the Jelly Test or nothing 
at all. So now it will be nothing at all. 


I wonder if other General Practitioners miss this 
useful test, as I do? 


L. Albert, 
M.B., Ch.B., D.P.H., M.R.C.P. (Ed.). 
Strelson House, 
44 Union Street, 
East London. 
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